The copious amount of sugar found in the urine shortly after admission completely threw one off the diagnostic track, and with the patient's mental condition I do not see how one could have arrived at any other immediate opinion than that the case was one of impending diabetic coma. Its complete absence from the urine next day, and thence onwards till death, made one incline then rather to a transient glycosuria due to a pontine lesion. Nothing definite was found on ophthalmoscopic examination of the fundi. At the post mortem no gross cerebral disease was discovered, and I feel confident that the minute and almost pinpoint haemorrhage in the tuber cinereumn was the result of the preceding maniacal disturbance, and had no relation to the glycosuria which one has now no doubt whatever owed its temporary presence to the dose of paraldehyde.
At the patient's death the diagnosis certainly uppermost in our luinds was cerebral disease, and only the post mortem has cleared up the doubtful element in the case. It is a matter of regret that a careful chemical analysis of the urine was not undertaken to estimate the altered ratio (if any) between the urea and ammonium coefficients of nitrogen said to be characteristic of this toxaemia. I can only urge in defence that the characteristic clinical evidence of a toxaemia (albumin and casts) was absent throughout our observations. The amount of urine passed daily was difficult to estimate owing to incontinence. There is, however, no reason to believe that it was markedly diminished. This is the meagre record of a case of what is to us a rare complication of pregnancy, so rare that I imagine many of us have never seen a true case in their hospital practice, and yet apparently so common across the Atlantic that it is practically impossible to read the American Journal of Obstetrics or the Johns Hopkins Bulletin without meeting constant references to them.
It is in these circumstances that I record a somewhat atypical case lying undetected under one's close observation.
A Case of Primary Ovarian Actinomycosis.
By FRANK E. TAYLOR, M.D., and WELBY E. FISHER, F.R.C.S. ACTINOMYCOSIS is one of the rarer forms of infection of the human tissues, whilst actinomycosis of the ovary constitutes one of the curiosities of gynecology, only six cases of this condition being on record. In A-16 none of these has the ovary been the primary seat of infection, but has been infected by extension of the disease originating either in the intestines or in the vagina, uterus and Fallopian tubes. In the case now recorded the ovary was the primary seat of the disease; it is therefore a unique case.
M. A. D., cook, aged 34, single, was admitted into Chelsea Hospital for Women under the care of Dr. W. H. Fenton on June 24, 1908, complaining of abdominal pain. Menstruation commenced when aged 11, and was associated with severe pain in the lower abdomen, but was quite regular until the age of 17, when the patient's health failed; she became thin and drowsy, and menstruation was completely arrested for eighteen months. Her health then improved, patient getting fatter andstronger, and menstruation returned, but was now very irregular and very profuse, the periods lasting ten to fourteen days and requiring two or three dozen diapers, the intervals varying from five days to three months.
About October, 1904, the patient being then aged 30, abdominal pain was first noticed. It was felt in the right hypogastrium, being very severe and throbbing in character, and was aggravated by the recumbent posture and relieved by walking. About this time she also began to sweat profusely at nights, and this continued until admission. After suffering in this way for about six weeks the patient saw Dr. Fenton, who found the right ovary enlarged; he diagnosed an ovarian cyst and recommended admission into hospital with a view to operation. This was declined.
The pain and discomfort continued intermittently for twelve months, the patient meanwhile continuing at work. She then began to suffer excruciating pain on micturition, and for two months passed blood and pus in great quantity in the urine, which also contained small fleshy masses about the size of grapes. A London practitioner was then consulted. He informed the patient that she had a displaced womb and ordered medicine and hot douches and inserted a ring pessary which had to be removed in three days on account of the pain caused thereby. In a couple of months, the pus having then disappeared from the urine, the pessary was reinserted. It now gave relief and was worn for three months. There was no vaginal discharge. The temperature was never taken. The bowels as a rule were constipated.
In February, 1908, patient had a severe flooding and a fainting attack, and the right side from the hip to the toes was disabled by cramp, which lasted continuously night and day for fourteen days. The same doctor was again consulted, and he reinserted the pessary. There was now a thick yellow offensive vaginal discharge, and although the ring was removed in a few days the discharge continued. As the patient's condition was gradually becoming worse with marked anmmia and loss of flesh and strength, she again consulted Dr. Fenton, who, diagnosing a suppurating ovarian cyst, ordered her immediate admission into hospital.
On admission in June, 1908, the patient complained of severe hypogastric pains which were relieved by the four-hourly application of hot fomentations.
On pelvic examination the cervix was felt to lie low in the vagina.
It was eroded and soft and seemed to expand widely into a hard tumour about the size of a child's head. The tumour was of an even consistence, was free from tenderness, and accurately filled the pelvis. It was incarcerated below the' pelvic brim, 'above which it could neither be felt nor percussed. By manipulation in the genupectoral position it was pushed slightly into the abdomen without distress to the patient. The abdominal and thoracic organs and the nervous system showed no abnormality. The urine was acid, specific gravity 1010, no albumin, no sugar. On admission the temperature was 102°F., the pulse 102, and the respirations 28 per minute. On the evening of the same day the temperature rose to 103°F. and the pulse to 120. Next morning the temperature had fallen to normal, to rise in the evening to 102°F., and on the third morning, that of operation, had fallen to normal and remained so after removal of the tumour.
On June 26 Dr. Fenton performed a median coeliotomy. The right broad ligament was found to lie in front of and cover a rounded tumour about the size of a foetal head. The tumour was covered with purulent and caseous material which, on removal of the mass, adhered to the tumour bed. Both Fallopian tubes were occluded, and bilateral salpingo-oophorectomy was performed. The abdominal wound was closed in three layers, and a large rubber drainage tube was inserted. There was marked shock after the operation, the temperature falling to 960 F., with excessive sweating and cold clammy skin, and the temperature did not return to iiormal until the third day. There was much discharge through the drainage tube, which was changed for a smaller one next day, and removed on the fourth day. There was no abdominal distension. Urine was passed by catheter in fair amount.
On June 30-that is the fourth day after operation-at 3 a.m., after a good night's sleep, the patient passed 12 oz. of urine naturally, the A-16a act of micturition being accompanied by acute abdominal pain. The temperature was 970 F., the pulse 114, and respirations 32 per minute. She became very ill during the day, and by the evening was much collapsed. The temperature had fallen to 960 F., the pulse being 132 and very feeble, and respirations 36. The skin was cold and clammy, perspiration was profuse, thirst was great, and the bowels were opened frequently. The abdomen was a little distended, there was no discharge from the wound, and no localized collection or swelling could be detected. On examination of the thorax a to-and-fro rub was heard at the base of the heart. It alternated in intensity with the respirations and indicated pericarditis. Vigorous treatment was carried out to counteract the heart failure-cold compresses were applied to the cardiac area. Tr. strophanthi 10 1iii was given four-hourly and brandy i oz. every two hours. In the evening large Spencer-Wells forceps were passed through the drainage opening deep amongst the intestinal coils, and a tube was reinserted. An abundant flow of flaky sero-purulent discharge escaped.
The condition became worse during the night, the pulse being very feeble and rapid, approaching 200 per minute. Brown fluid was frequently vomited, and the bowels were opened several times. Champagne was given occasionally; saline injections per rectum were not well retained. Two and a half pints of normal saline solution were infused into the left median cephalic vein, patient being insensitive to the incision. The pupils were widely dilated.
On July 1, the next day, patient vomited green fluid frequently.
Liquor strychninae. 5 ui was administered, followed by 3 nt three-hourly.
The pulse was 132 and very feeble during the day. As the vomiting persisted the stomach was washed out in the evening. During the night the patient slept four hours, passing urine and stool in her sleep. After this there was a very gradual improvement; tfie salines and stimulants were gradually withdrawn, occasional vomiting continued, and only fluids could be retained for some weeks. Milk was badly borne. Sweating continued to be a marked feature. On July 7 the tube was withdrawn as the discharge had become very slight. On July 9 there was marked urgency of micturition with dysuria, and the urine became cloudy and offensive; the cystitis continued for ten days. On July 16, on vaginal examination, the uterus was felt to be fixed to the right pelvic wall by an indurated mass. A probe passed 4 in. along the original drainage tube track. On July 23 patient was discharged from hospital.
She was confined to bed at home for a week, and then went to the Convalescent Home at St. Leonards. After a week at the Convalescent Home the lower abdomen became swollen and hard. Hot fomentations were applied and a large abscess burst, pints of pus escaping. As the sinus persisted with copious discharge the patient was readmitted into the Chelsea Hospital on October 3. In general health she was greatly improved, but the abdominal wound had broken down, there being several openings discharging pus, the lowest of which led deeply towards the pelvic cavity. Shortly after admission urine escaped from this opening. Cystoscopy showed a small ragged opening at the fundus of the bladder.
On October 18 an anaesthetic was given, and the abdominal scar was incised and granulomatous material was removed by a sharp spoon. No micro-organisms could be found in this material, and inoculated culture media remained sterile. A catheter was inserted and retained for ten days. On the day following its removal urine again escaped, associated with a brief febrile attack, the temperature running up to 1030 F. and the pulse to 120 per minute. The discharge of urine soon ceased, and the wound healed except along the original drainage tube track, where a sinus remained discharging yellow pus. From cultures of this pus the Bacillus coli was obtained.
Since early in December the patient has been taking iodides in large doses and her general condition has gradually improved. The sinus has not quite healed, a spot of discharge showing on the gauze dressing each twenty-four hours.
The structures removed at operation consisted of the uterine appendages of both sides. The left appendages showed evidences of chronic inflammation in a thickened and indurated Fallopian tube, with closure of the abdominal ostium, the ovary and mesosalpinx being normal. There was no sign of actinomycosis in the left appendages, either on macroscopic or on microscopic examination. The right appendages also showed a thickened and indurated Fallopian tube, attached to the broad ligament, which was infiltrated with soft friable tissue, from which a solid tumour representing the ovary had become detached. This separate tumour consisted of an irregularly ovoid solid mass, with a tuberose and in places worm-eaten like surface. It was of a uniformly greyish-yellow colour, and measured, after hardening in formalin, 2w in. by 21 in. by 34 in., being 10 in. in circumference. It weighed 74 oz On cutting across the mass uniform yellow pus was seen to exude from numerous points, the cut section presenting a regular honeycomblike structure, while towards one pole of the tumour a larger abscess cavity, about the size of a walnut, was present. Nodules characteristic of actinomycotic pus were not observed with the naked eye. Films of the pus were made and stained with methylene blue, and degenerate pus-cells and granular detritus were seen, but no microorganisms of any sort. Agar tubes were also inoculated with the pus and incubated at 37 C., but remained sterile. A portion was excised for microscopic examination, and the tumour was then hardened whole in formalin solution. Sections were stained with haematoxylin eosin. The ovary was transformed into a mass of loose connective tissue, with marked small round-celled infiltration, scattered irregularly throughout which were small foci of suppuration; no trace of ovarian structure was left. The cellular infiltration of the connective tissue stroma consisted mainly of lymphocytes. A few giant-cells were observed scattered through the connective tissue, but these were not surrounded by zones of epithelioid cells and lymphocytes as in typical tubercles.
The giant-cells were multinuclear, the nuclei being massed around the periphery of the cells, and in some of the nuclei typical somatic mitoses could be seen.
Further sections were subsequently taken from less degenerate parts of the tumour and stained for Bacillus tuberculosis by Ziehl-Neelsen's method, but this organism was not found, nor did the streptothrical mycelium retain the red colour of the carbol-fuchsin, which showed that it was not an acid-fast streptothrix. Sections were also stained by Gram's method and.counterstained with eosin. The scattered purulent collections were well seen by this method, as pink areas throughout which small masses of a streptothrix retaining Gram's stain were found. These masses were composed of a close feltwork of myceliumn in which the filaments were somewhat granular in appearance, their structure being best seen at the periphery of the mycelial masses. No club forms were observed. These appearances are all typical of sections of actinomycosis as affecting human tissues.
In addition to the ovary the only other organ affected during the patient's illness was the bladder, the discharge froin which, occurring first in November, 1905, was not examined microscopically, and its nature therefore must remain uncertain, but signs indicating that this organ was affected did not appear until twelve months after the disease had already asserted itself as an ovarian tumour, and had been recognized as such by Dr. Fenton at his first examination of the patient in November, 1904. In the absence of any other discoverable focus of disease, and recognizing the great improvement in the patient's general health which resulted from removal of the diseased ovary, we conclude that we are justified in claiming that we have here recorded an undoubted case of primary ovarian actinomycosis. The source of the streptothrix, and its mode of ingress into the body, must, in our case, remain somewhat doubtful. Except for rare and brief holidays, the patient has lived in London as cook in doctors' fainilies for the last sixteen years, and prior to that time was at school in Bristol, but was brought into contact with hay, straw and corn-the usual sources of actinomycosis-in 1903 and 1904, when the house in which she was engaged had a stable near the back door, the patient going into the stable regularly three or four times a day to fetch fuel, or somnetimes to feed the horse. We may possibly here find the explanation as to how the disease was contracted, since the symptoms date from 1904.
Since the ovary occupies a secluded position in the closed abdominal cavity, it can only be infected either by direct extension of the disease from an affected contiguous organ or by the blood-stream. As in this case there was no evidence of disease in any adjacent organ the streptothrix must have reached the ovary by way of the blood-stream, the mode of entry into the body being, we suggest, some cryptogenic focus, e.g., the tonsil, through which it is well known micro-organisms may pass into the blood-streami without producing any local lesion. It may further be pointed out that the ovary provides a peculiarly fertile soil for the growth of infective micro-organisms and of detached carcinoma cells, as evidenced by the frequent recurrence of large ovarian growths secondary to mammary and alimentary carcinomata. It can thus be readily understood that the streptothrix may have been deposited in the ovary by the blood-stream, and so have given rise to a primary ovarian actinomycosis.
We are indebted to Dr. Fenton for his kind permission to publish this case.
DISCUSSION.
Professor R. F. C. LEITH congratulated Dr. Taylor on the way he and his co-worker, Mr. Fisher, had elucidated this rare and interesting case. The specimen shown was a good and typical example of ovarian actinomycosis caused by the streptothrix actinomyces, but caution must be exercised before accepting the contention of the authors that the disease was primary in the ovary. Their contention, indeed, went further in that they considered it to be the first authentic case of this nature. Of the recorded cases of actinormycosis involving the ovary-a not inconsiderable number-there were some in whichl the evidence favouring a primary incidence of the disease in the ovary was very strong, sufficiently so to convince their observers of their authenticity. The case described in 1892 by Professor Grainger Stewart and Professor Robert Muir, which he himself had seen, was believed by them to be primary, the path of entrance being the Fallopian tube. It was, of course, possible that this was wrong, and there were some considerations against it, but they could not displace it and others from their position until they had heard and been convinced by the arguments which space and time did not very well permit Dr. Taylor and Dr. Fisher to place before them that night. In regard to their own case the clinical history, both before and since the operation, certainly lent considerable support to their contention, but the actual relationships of the ovary to all the neighbouring tissues were not fully revealed. The operation disclosed them in part, but not so fully as post-mortem investigation did. In a case investigated in this manner by him and not yet published the ovary presented a picture very similar to that of the present specimen, though its size was hardly so great. It was densely adherent to all the surrounding tissues, particularly to the fimbriated end of the tube and to the anterior wall of the rectum. The terminal part of the tube was much dilated, its walls thickened, and its lumen in direct communication with one of the abscesses within the ovary. There had been an extension from the one organ to the other, and a study of the parts showed that it had almost certainly been from ovary to tube and not vice versa. The mucous surface of the anterior rectal wall showed no ulceration and no abnormality other than much puckering. The rectal wall was thickened, and in the dense fibrous adhesions binding it to the ovary there were plentiful actinomyces growth. Actinomyces colonies were also found in the rectal wall, particularly in the submucous coat and in the wall of the descending colon. His interpretation of this case, though still sub juldice, placed the primary disease in the intestine, from which it had spread to the ovary, the intestinal lesions subsequently cicatrizing and healing. He ventured to suggest that a similar interpretation might be placed upon the present case, and he hoped Dr. Taylor would give them more definite information of the relationship found to exist at the time of the operation between the rectum and the ovary. The speculation of the authors that the actinomyces had entered the body by some hiddenr path, say the tonsil, without causing a local lesion, and been carried to the ovary by the blood-stream, was scarcely probable when consideration was given to the usual behaviour of this germ. One of its chief characteristics was the formation of a local lesion at or near the site of entrance, and a spread therefrom by direct continuity of tissue. True, it did tend to enter the blood-stream and spread by it, particularly the portal blood-stream, but this was characteristically a late method of extension. Further, if such a transference by the blood-stream as that suggested by the authors were probable, should not the ovary have suffered more frequently than history related ? The number of recorded cases of human actinomycosis exceeded 1,000, but those of them in which the ovary was attacked numbered very few indeed in comparison. On general grounds, then, the authors' contention was not a strong one, but on clinical facts it was. The early enlargement and mobility of the ovary, the success of the operation (upon which the surgeon was to be congratulated, for it was no easy matter to remove a spongy organ full of pus and densely adherent, as these actinomycotic cases were), -the good recovery and continued health of the patient were strong points in their favour. The authors need not be surprised at their failure to isolate and cultivate the germ artificially from the pus. It was a most difficult germ to isolate from the tissues. Interesting work in its cultivation had been done comparatively recently by Dr. Homer Wright, of Boston, Mass., but this was a subject of more academic than practical interest, and he would not detain them longer by discussing it.
Dr. T. G. WILSON remarked how difficult it was to be quite sure that a condition like actinomycosis was really primary in the ovary, but had not come originally from some part of the bowel. Illustrating this point, he mentioned a case of actinomycosis he had seen, where the vermiform appendix was adherent to a right-sided ovarian mass containing pultaceous material, and that subsequent to operation the presence of actinomycosis was demonstrated in both the appendix and the ovarian mass. In this case the opinion was arrived at that the condition was certainly a primary infection of the bowel which had spread to the ovary via the adherent appendix.
Dr. GRIFFITH suggested that the absence of discussion on this very interesting specimen was due to the rarity of the disease and the probability that few members had met with a case. The only case he had seen affecting the generative organs in a woman was that of a lady, aged about 45, whose illness he watched through until her death. She was under the care of Mr. Furner, of Brighton, and was seen frequently by Sir Frederick Treves and Dr. Goodhart. The nature of the disease was not suspected until a late stage, the characters generally pointing to tubercular rather than malignant disease. She had borne three children, the youngest being ten years. There were two miscarriages between the first and second children. A tubal gestation with haematocele was attended by Dr. Griffith and Dr. Matthews Duncan in 1890, which left the uterus fixed posteriorly to the left by adhesions. Since her last confinement she had suffered from profuse menorrhagia, which was little restrained by drugs, and for which she refused other treatment. Since the summer of 1905 she had been ailing, and in the summer of 1906 she had an acute attack of appendicitis-like symptoms, followed two weeks later by left iliac pain, painful micturition with a night rise of temperature to 101' F. He (Dr. Griffith) saw her in October, 1906. The appendix symptoms had then disappeared; the uterus was retroverted and fixed. In the left broad ligament fixed to the side of the pelvis, but not to the uterus, was a flat, very tender hard mass. A week later she had definite appendicitis symptoms, and the lump on the left side had increased, extending close to the side of the uterus. On November 3 he did an exploratory laparatomy, finding extensive recent inflammation of all the pelvic organs and peritoneum, great care having to be taken as every part touched bled very freely. The appendix was soft, pencil sized, and the mesentery much thickened. It was removed. Both tubes were thick, very vascular and adherent, the right less than the left. It was not possible to raise the ovaries from behind the fixed retroverted uterus because of the friability and vascularity of all the structures. The lump on the left side felt much less extensive on intraabdominal examination than on its vaginal aspect. Near the lower edge of the omentum was a curious-looking, filbert-sized lump like a dark blood-clot, and found, after removal, to contain pus. For a week after the operation her improvement was marked. On the eighth day her temperature again ran up, and the bowels, which had been acting well, became again very constipated.
The lump on the left side had not increased, and the extreme tenderness of all parts was diminished. On November 19, there being a further rise of temperature and much more pain on the left side of the pelvic brim, the luml) also being softer, he (Dr. Griffith) opened it and drained it per vaginam. A very little pus escaped, but the bleeding was profuse, as if the uterine artery had been divided. Ten days later he found the discharge very offensive, there being free drainage through a large gaping opening, and the right broad ligament was for the first time found hard and swollen. Emaciation was proceeding withl a great deal of pelvic pain; later, symptoms began of an abscess forming under the left gluteus maximus with great tenderness and some swelling which varied almost from day to day in extent-one day being hardly recognizable and another very marked. Mr. Furner therefore explored and found no pus, but the muscle-bundles were pale and in a peculiar rigid state. A few days after a gush of fetid pus with the characteristic yellow bodies made its appearance, and the diagnosis was then made. From this time the progress of events was downwards, and, in spite of large doses of iodide of potassium, there was no improvement. She died from emaciation after some months of severe suffering. Had the true nature of the disease been suspected it might have been discovered in the appendix and omental lump, the only two parts carefully examined in the laboratory at St. Bartholomew's, the report being chronic inflammation and no evidence of tubercle or malignant disease. A Case of Primary Carcinoma of the Vagina. Removal of the Uterus and the whole of the Vagina.
By HENRY RUSSELL ANDREWS, M.D.
S. P., AGED 62, was admitted into the London Hospital on September 2, 1907. She had had ten children and three miscarriages. The menopause occurred at the age of 47. For the last six months there had been a very irritating, watery, odourless vaginal discharge, bloodstained at times, more profuse fQr the last two months. There was
